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Medidas da Carga da Doen^a 


YLD (YEARS LIVED WITH DISABILITY) 

YLL (YEARS of LIFE LOST) 

AV I (ANOS VIVIDOS COM INCAPACIDADE) 

A VP (ANOS DE VIDA PERDIDOS) 

Se um homem fica paraplegico aos 30 anos 
Expectativa de vida=80 anos, peso da 
incapacidade para a paraplegia=0,5 (0 al,0) 

Expectativa de vida= 80 (M), 82,5 (F) 

AVI=50 x 0,5 = 25 anos vividos com 

Se um homem morre aos 30 anos. 

incapacidade 

AVP= 80-30=50 anos 


DALY (Disability adjusted lost years) 

AVPAI (ANOS DE VIDA PERDIDOS AJUSTADOS POR 

INCAPACIDADE) 

& Medida de mortalidade combinada com a medida de morbidade 


DALY= YLD + YLL 

("one DALY is one lost year of healthy life”) 






World Bank and the WHO 


• Global Burden of Disease 

• To measure both premature death and 
disability, a single measure was developed: 

Disability Adjusted Life Year 

- DALY - 

• One DALY is one lost year of healthy life. 
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National Institute 
of Mental Health 


Disease Burden by Illness - DALY 
World, 2000 
All Ages 


Lower Respiratory Infections 

Perinatal conditions 

HIV/AIDS 

Unipolar Depressive Disorders 

Diarmoeal diseases 
Ischaemic^heart disease 
Cerebrovascular disease 
Road traffic accidents 

Malaria 

Tuberculosis 



mm Percent of Total 

National Institute 
of Mental Health 


Source: WHO - World Health Report, 2001 














































Disease Burden by Illness 
World, 2000 
15-44 year olds 


HIV/AIDS 
Unipolar depressive disorders 

Road traffic accidents 

i Tuberculosis 
use disorders 
cted injuries 
Iron-deficiency anemia 

Schizophrenia 
Bipolar affective disorder 

Violence 


mm 

National Institute 
of Mental Health 



-DALY 





Disease Burden by Illness - DALY United States, 
Canada and Western Europe, 2000 
15-44 year olds 


Unipolar depressive disorders 

Alcohol use disorders 
Schizophrenia 
Iron-deficiency anemia 
Bipolar affective disorder 
Hearing loss, adult onset 

HIV/AIDS 
Chronic OPD 
Osteorthritis 
Road traffic accidents 




mm 

National Institute 
of Mental Health 


Percent of Total 

Source: WHO - World Health Report, 2001 







Disease Burden by Illness - DALY 

United States, Canada and Western Europe, 2000 


All Ages 

Source: WHO - World Health Report 2001 PCfCCIlt Of 

total DALY s 

Cardiovascular diseases 17.0 

Mental Illness* 14.8 

Malignant neoplasms (cancer) 14.4 

All Injuries 7.3 

Alcohol and Drug Use Disorders 7.2 

All respiratory diseases 5.4 

Digestive diseases 4.2 

Musculoskeletal diseases 4.2 NIRH 


National Institute 
of Mental Health 


*Includes self-inflected injuries 



Causes of Disability 

United States, Canada and Western Europe, 2000 

All Ages 

Percent of 


total YLDs 


Unipolar Depression 

17.1 


Alcohol and Drug Use Disorders 

12.5 


Bipolar Affective Disorder 

2.1 


Schizophrenia 

2.1 


Other Neuropsychiatric Conditions 

2.0 


Insomnia (primary) 

1.1 


Panic Disorder 

1.1 


Obsessive Compulsive Disorder 

0.9 


Post Traumatic Stress Disorder 

0.7 


Self-Inflicted Injuries 

0.2 


Mental Illness Total 

39.8 

NIAH 

Source: WHO - World Health Report 2001 


National Institute 
of Mental Health 




Causes of Disability 


United States, Canada and Western Europe, 2000 


Mental Illnesses 
Alcohol and Drug Use Disorders 

Alzheimer’s Disease and Dementias 

Musculoskeletal Diseases 
Respiratory Diseases 
Cardiovascular Diseases 
Sense organ Diseases 
Injuries (Disabling) 
Digestive Diseases 
Communicable Diseases 
Cancer (Malignant neoplasms) 

Diabetes 

Migraine 

All Other Conditions Combined 


All Ages 



MAH 

National Institute 
of Mental Health 


0% 4% 8% 

Source: WHO - World Health Report, 2001 
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% YUDs 


Mental & Behavioral Disorders: 
Leading Cause of Disability Globally 
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War & disaster 
Intentional injuries 
Unintentional injuries 
Transport injuries 
Other non-communicable 
Musculoskeletal disorders 
Diabetes/urogen/blood/enc 
Mental & behavioral disorde 
Neurological disorders 
Digestive diseases 
Cirrhosis 

Chronic respiratory diseases 
Cardio & circulatory disease 
Cancer 

Other communicable 
Nutritional deficiencies 
Neonatal disorders 
Maternal disorders 
NTD & malaria 
Diarrhea/LRI/other infectio 
HIV/AIDS & tuberculosis 


Murray, 2012 














































Incidence YLD rate per 1,000 population 


YLD - Years Lost due to Disability 
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Australian Institute of Health and Welfare 1999 







Report No. 32576-BR 

Brazil 

Addressing the Challenge 
of Non-communicable Diseases in Brazil 


November 15, 2005 


Brazil Country Management Unit 

Human Development Sector Management Unit 

Latin America and the Caribbean Region 








Years of Life Lost (YLL), Years Lost Due to Disability (YLD), and 
Disability-adjusted Life Years (DALY) Rates* and Percent, Brazil, 1998 



*per 1000 inhabitants 

**Includes benign neoplasias, endocrine, sensory, digestive, genito-urinary, skin, musculoskeletal, oral, and congenital disorders 


Source: Brazil Burden of Disease Study 



















Table 31,1 Disease Burden of Selected Major Psychiatric Disorders,, by World Bank Region 


World Bank region 



Suh-Saliaraii 

Latin America and 

Middle East and Europe and 


Easl Asia and 

High-income 



Africa 

tlte Carrhbean 

Norlli Alrica 

Central! Asia 

Soulh Asia 

the Pacific 

countries 

World 

Total population (millions) 

660 

526 

310 

477 

1,888 

1,051 

929 

6,159 

Total disease burden 
(thousands of DALYs) 

344,754 

104,287 

65,570 

116,502 

408,655 

346,941 

149,161 

1,535,870 

Total neuropsychiatric 

15,151 

10,701 

8,310 

14,106 

37,734 

42,992 

31,230 

168,304 

disease burden 
(thousands of DALYs) 

4.4% 

18% 

12.6% 

12.1% 

9.2% 

12.4% 

20.9% 

11% 

Total burden {thousands of discounted DALYs per year) 







Schizophrenia 

1,145 

1,070 

696 

778 

2,096 

3,934 

1,115 

11,643 

Bipolar disorder 

1,204 

883 

567 

668 

2,237 

3,118 

1,056 

9,733 

Depression 

3,275 

5,219 

2,027 

4,268 

14,582 

14,054 

8,408 

51,833 

Panic disorder 

519 

409 

264 

340 

1,0811 

1,401 

536 

4,550 

Total burden {DALYs per year per f million population) 







Schizophrenia 

1,715 

2,049 

2,247 

1,630 

2,087 

2,126 

1,201 

1,894 

Bipolar disorder 

1,003 

1,678 

1,830 

1,400 

1J612 

1,605 

1,137 

1,503 

Depression 

4,905 

9,919 

6,544 

8,944 

10,507 

7,594 

9,054 

8,431 

Panic disorder 

777 

777 

852 

713 

779 

757 

577 

740 

Percentage of totai disease burden 








Schizophrenia 

0.33 

1.03 

1.06 

0.67 

0.71 

1.13 

0.75 

0.76 

Bipolar disorder 

0.35 

0.85 

0.G6 

0.57 

0.55 

0.90 

0.71 

0.63 

Depression 

0.95 

5.00 

3.09 

3.66 

3.57 

4.05 

5.64 

3.37 

Panic disorder 

0J5 

0.39 

0.40 

0.29 

0.26 

0.40 

0.36 

0.30 

Percentage of neuropsycbiatric disease burden 







Schizophrenia 

7.55 

5.74 

0.30 

5.52 

7.67 

9.15 

3.57 

6.92 

Bipolar disorder 

7.95 

4.70 

6.82 

4.74 

5.93 

7.25 

3.38 

5.78 

Depression 

21.62 

27.79 

24.39 

30.26 

38.64 

32.69 

26.92 

30.00 

Panic disorder 

3.43 

2.18 

3.18 

2.41 

2.36 

3.26 

1.72 

2.70 


Source: WHO Global Eurtfcn i>f Diabase 2C01 ezilimites recalculated by World Bank regim »' h tt p: //a 1 'a w.f i c. n i h . g piz^-'g b d. h t m I). 










Grupos cle causas de ol>ito 


Todas as causas 


Grupo I 

Do eugas infecciosas/paras itaria s, 
materuas, perinatais e mi trie ion ads 
I.A. Infecciosas e parasitarias 
I . E>. Infe cgoes respiratorias 
I.C. Condigoes maternas 
I. E>. C ondigoes durante 
o periodo perinatal 

I. E. Defic iencias nutricionais 

Grupo II 

Doengas nao-transmissiveis 

II. A. Cancer 

II. E>. Neoplasias benignas 
II C. D iabetes mellitus 

II. D. Doengas endocrinas e metabdlicas 
I I.E. Doengas ne ur opsi qu i atr i cas 
II. F. E> esordens cle orgaos do sentido 
II.O. Doengas cardiovasculares 
I I. EG Doengas respiratorias cronicas 
II. I. Doengas do aparelho digestivo 
II.J. Doengas genito-urinarias 
II. IC. Doengas de pele 

II.L. Doengas musculo-esqueleticas 
II. NI. Anomalias congenitas 
II.M. Condigoes orais 


DALY Posto 


37.518.239 


8.805.213 


3.438.619 

3 

1 .3 1 0.824 

1 1 

891.2 78 

13 

2.383.0 1 2 

6 

781.480 

14 

24.867.484 


2.370.33 1 

7 

24.384 

2 1 

1 .929.362 

9 

567.046 

16 

6.987.074 

1 

395.967 

1 8 

4.989.406 

2 

3.033.382 

4 

1.001.374 

1 2 

316.040 

19 

29.743 

20 

2.072.591 

8 

687.153 

1 5 

463.630 

1 7 










Global Burden of Diseases 

(GBD) 

20% 

15 % 

10 % 

5 % 

0 % 


% carga global atribuida aos TM 


15% 




1990 


2000 


2008 




The treatment gap in mental health care 

Robert Kotin , 1 Shekhar Saxena , 2 Itzhak Levav , 3 & Benedetto Saraceno 2 


Abstract Mental disorders are highly prevalent and cause considerable suffering and disease burden. To compound this public 
health problem, many individuals with psychiatric disorders remain untreated although effective treatments exist. We examine the 
extent of this treatment gap. We reviewed community-based psychiatric epidemiology studies that used standardized diagnostic 
instruments and included data on the percentage of individuals receiving care for schizophrenia and other non-affective psychotic 
disorders, major depression, dysthymia, bipolar disorder, generalized anxiety disorder (GAD), panic disorder, obsessive-compulsive 
disorder (OC D), and alcohol abuse or dependence. The median rates of untreated cases of these disorders were calculated across the 
studies. Examples of the estimation of the treatment gap for WHO regions are also presented. Thirty-seven studies had information 
on service utilization. The median treatment gap for schizophrenia, including other non-affective psychosis, was 32.2%. For other 
disorders the gap was: depression, 56.3%; dysthymia, 56.0%; bipolar disorder, 50.2%; panic disorder, 55.9%; GAD, 57.5%; and 
OCD, 57.3%. Alcohol abuse and dependence had the widest treatment gap at 78.1 %. The treatment gap for mental disorders is 
universally large, though it varies across regions. It is likely that the gap reported here is an underestimate due to the unavailability 
of community-based data from developing countries where services are scarcer. To address this major public health challenge, WHO 
has adopted in 2002 a global action programme that has been endorsed by the Member States. 


Keywords Mental health services/utilization; Health services accessibility; Schizophrenia/therapy; Anxiety disorders/therapy; Mood 
disorders/therapy; Compulsive personality disorder/therapy; Alcoholism/therapy; Epidemiologic studies; Cost of illness; Americas; 
Europe {source: MeSH, NLM). 


Mots eles Service sante mentale/utilisation; Accessibility service sante; Schizophrenie/therapeutique; Etat anxiete/therapeutique; 
Troubles h u me u r/thera pe utiq u e; Personnaiite com pu I si ve/therapeutiq u e; Alcoolisme/therapeutique; Etude analytique (Epidemiologie); 
Cout maladie; Amerique; Europe (source; MeSH, INSERM). 


Palabras clave Servicios de salud mental/utilizacion; Accesibilidad a los servicios de salud; Esquizofrenia/terapia; Trastornos de 
ansiedad/terapia; Trastornos del humor/terapia; Trastorno de personalidad compulsiva/terapia; Alcoholismo/terapia; Estudios 
epidemiologicos; Costo de la enfermedad; Americas; Euro pa ( fuente: DeCS, BIRE ME). 


Arabic 





fable 2, Estimates of the median treatment gap (%) by WHO region 


Mental disorder 


WHO region 


Africa 

Americas 

Eastern 

Mediterranean 

Europe 

South-East Asia 

Western Pacific 

NA a 

56.8 

NA 

17.8 

28.7 

35.9 

67.0 

56.9 

70.2 

45.4 

NA 

48.1 

NA 

48.6 

NA 

43.9 

NA 

50.0 

NA 

60.2 

NA 

39.9 

NA 

52.6 

NA 

55.4 

NA 

47.2 

NA 

66.7 

NA 

49.6 

NA 

62.3 

NA 

55.6 

NA 

82.0 

NA 

24.6 

NA 

62.7 

NA 

72,6 

NA 

92.4 

NA 

71.6 


Schizophrenia 
Major depression 
Dysthymia 
Bipolar disorder 
Panic disorder 



Obsessive compulsive 



Not available. 


Robert Kohn, Shekhar Saxena, Itzhak Levav & Benedetto Saraceno 

The treatment gap in mental health care 

Bulletin of the World Health Organization 2004;82:858-866. 
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(Table 1, cont.) 

Mean ta I disorder 


Place or 
name 
of study 3 

Prevalence 
pet iod foi 
help- 
seeking 
(months) 

Schizo¬ 

phrenia 

and non- 
affective 
psychoses 

Major 

depres- 

sion 

Dysthymia 

Bipolar 

disorder 

Panic 

disorder 

General¬ 

ized 

anxiety 

disorder 

Obsess ive- 

compulsive 

disorder 

Alcohol 
abuse oi 
depen¬ 
dence 

Taiwan, China 
(38, 39) 

Lifetime 








79.6 

Turkey (40) 

12 


62.6 

71.1 


65.5 

74,0 

67.6 

39.3 

GNS, United 
Klngdom h,e (41) 

12 

15.0 

56.0 



64.0 

67.0 

60.0 

96.0 

OPCS, United 
Kingdom 6 ' 

(42, 43) 

12 

18.0 

65.0 



72.0 

70.0 

6S.0 


Sleep Eval, 

United Kingdom 
(44) 

Current 


S3.9 







ECA, USA 
(45, 4&) 

12 

35.7 

46.1 

57.9 

39.1 

41.2 


54.9 

78.0 

Mexlcan- 
Am erica ns In 

CA, IJSA b - c 
(47, 48) 

12 


56.6 






75.2 

WCS, USA 
(49, 50) 

12 

46.9 

72.3 

74.0 

78.9 

64.8 

68.2 


30.6 

New Haven, CT, 
USA (5i, 52) 

1 


69.2 






69.2 

N LAES, USA 
(53, 54) 

12 








67.0 

Puerto Rico, 

USA bl e (55—5 7) 

12 

9.7 

70.0 






76.0 

Utah, USA (58) 

Lifetime 


40.7 







Harare, 

Zimbabwe (59) 

12 


6 7.0 







Median rate 
untreated 


32.2 

56.3 

56.0 

50.2 

55.9 

57.5 

59,5 

73.1 

Mean rate 

untreated 


31.1 

53.9 

53.5 

4S.9 

50.6 

56.1 

52.8 

76.2 


2 Information in parentheses is the reference number. References for these studies can be found In Appendix 2 (web version only; available at: 
http://ww w.wh o. int/bul letln). 

b In these studies, mood disorder was not necessarily limited to major depression. 

In these studies, substance use disorder was not necessarily limited to alcohol. 
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Global, regional, and national incidence, prevalence 
years lived with disability for 301 acute and chronic diseases 
and injuries in 188 countries, 1990-2013: a systematic 
analysis forthe Global Burden of Disease Study 2013 

Global Burden of Disease Study 2013 Collaborators* 

Summary 

Background Up-to-date evidence about levels and trends in disease and injury incidence, prevalence, and years lived Lancet2015;386:743-800 
with disability (YLDs) is an essential input into global, regional, and national health policies. In the Global Burden of published online 
Disease Study 2013 (GBD 2013), we estimated these quantities for acute and chronic diseases and injuries for Junes,2015 

188 countries between 1990 and 2013. 


Methods Estimates were calculated for disease and injury incidence, prevalence, and YLDs using GBD 2010 methods 
with some important refinements. Results for incidence of acute disorders and prevalence of chronic disorders are new 
additions to the analysis. Key improvements include expansion to the cause and sequelae list, updated systematic 
reviews, use of detailed injury codes, improvements to the Bayesian meta-regression method (DisMod-MR), and use of 
severity splits for various causes. An index of data representativeness, showing data availability, was calculated for each 
cause and impairment during three periods globally and at the country level for 2013. In total, 35 620 distinct sources of 
data were used and documented to calculated estimates for 301 diseases and injuries and 2337 sequelae. The comorbidity 
simulation provides estimates for the number of sequelae, concurrently, by individuals by country, year, age, and sex. 
Disability’ weights were updated with the addition of new population-based survey data from four countries. 


http://dxdo i .org/10.1016/ 

S 0140 - 6/3 6( 15 ) 60692 -4 

See Editorial page718 

See Comment page 721 

* Collaborators listed at the end 
of the Article 

Correspondence to: 

ProfTheo Vos, Institute for 
Health Metrics and Evaluation, 
2301 5 th Avenue, Suite 600, 
Seattle, WA 98 m, USA 
tvos@uw.edu 




Top 25 Causes of Global Years Lived with Disability - 2013 


2013 leading causes Mean rank MeanYLDs Median percentage 

(95% Ul) (wlGQQ) change 


1 Low back pain 

10 (i-i) 

72 318 

57% (53 to 61) 

2 Major depression 

2-1 (2-4) 

51784 

53% (49 to 59) 

3 Iron-deficiency anaemia 

3-6 (2-6) 

36 663 

-9% (-10 to-7) 

4 Neck pain 

4-3 8-6) 

34348 

54% (49 to 60) 

5 Other hearing loss 

5-3 8-9) 

32580 

51% (45 to 55) 

6 Migraine 

6-6 8-10) 

28898 

46% (41 to 50) 

7 Diabetes 

6*7 (5-9) 

29518 

136% (127 to 144} 

8 COPD 

7-8 (4-10) 

26131 

72% (67 to 79) 

9 Anxiety disorders 

8-5 (5-10) 

24356 

42% (36 to 47) 

10 Other musculoskeletal 

9-2 (7-10) 

22644 

79% (75 to 83) 

11 Schizophrenia 

11-5 (11-15) 

15204 

52% (50 to 54) 

12 Falls 

12-7 (12-14) 

12 818 

23% (14 to 35) 

13 Osteoarthritis 

12-8 (11-15) 

128II 

75% (73 to 78) 

14 Refraction and accommodation 

15-5 (11-22) 

11257 

44% (40 to 47) 

15 Asthma 

16-1 (12-21) 

10596 

32% (29 to 35) 

16 Dysthymia 

17.4 (14-21) 

9849 

55% (52 to 57) 

17 Bipolar disorder 

17’5 (12-25) 

9911 

49% (46 to 53) 

18 Medication overuse headache 

17 8 (12-27) 

9846 

120% (109 to 134) 

19 Other mental and substance 

18 5 (14-24) 

9257 

52% (50 to 54) 

20 Dermatitis 

18-8 (15-25) 

9278 

37% (35 to 39) 

21 Alz hei me r r s disease 

22-2 (18-26) 

///4 

92% (85 to 99) 

22 Alcohol use disorders 

23-0 (18-28) 

7654 

34% (32 to 37) 

23 Epilepsy 

23-2 (18-30) 

7544 

41% (28 to 57) 

24 Edentulism 

25-9 (21-31) 

6856 

46% (43 to 48) 

25 Diarrlhoeal diseases 

26-1 (23-30) 

6854 

-7% (-9 to -5) 





























































































































































































































The Impact of Depression 


Mental and substance abuse disorders accounted for 21*2% of YLDs, 
ranging from 15*4% in Germany to 36*7% in Qatar. Major depressive 
disorder was a crucial contributor in developed and developing 
countries alike: it is the leading cause of YLDs in 56 countries, the second 
leading cause in 56 countries, and the third in 34 countries. 




Disability-adjusted life years (DALYs) for 291 diseases and 
injuries in 21 regions, 1990-2010: a systematic analysis for 
the Global Burden of Disease Study 2010 


Lancer 2012; 380:2197-223 



DALYS/100. 


Cardiovascular 
Neoplasms 
Mental Disorders 
Depression 


1990 


4540 

2793 

2539 

1019 


DALYS 2010 % Difference 


4282 

2736 

2688 

1078 


-5.7% 

- 2 . 1 % 

+5.8% 

+5.9% 
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Global burden of disease in young people aged 10-24 years: @ > 
a systematic analysis 

Fiona M Gore, Pau/ } M Bloem, George C Patton, Jane Ferguson, '/eromqueJoseph, Carolyn Coffey, Susan A/I Sawyer, Colin D Mathers 


Summary 

Background Young people aged 10-24 years represent 27% of the world's population. Although important health 
problems and risk factors for disease in later life emerge in these years, the contribution to the global burden of 
disease is unknown. We describe the global burden of disease arising in young people and the contribution of risk 
factors to that burden. 


Methods We used data from WI lO's 2004 Global Burden of Disease study. Cause-specific disability-adjusted life-years 
(DALYs) for young people aged 10-24 years were estimated by WI IO region on the basis of available data for incidence, 
prevalence, severity, and mortality. WHO member states were classified into low-income, middle-income, and high- 
income countries, and into WH O regions. We estimated DALYs attributable to specific global health risk factors using 
the comparative risk assessment method, DALYs were divided into years of life lost because of premature mortality 
(YLLs) and years lost because of disability (YLDs), and are presented for regions by sex and by 5-year age groups. 


Findings The total number of incident DALYs in those aged 10-24 years was about 236 million, representing 15 * 5% of 
total DALYs for all age groups. Africa had the highest rate of DALYs for this age group, which w r as 2*5 times greater 
than in high-income countries (208 vs S2 DALYs per 1000 population). Across regions, DALY rates were 12% higher in 
girls than in boys between 15 and 19 years (137 vs 153). Worldwide, the three main causes of YLDs for 10-24-year-olds 
were neuropsychiatric disorders (45%), unintentional injuries (12%), and infectious and parasitic diseases (10%). The 
main risk factors for incident DALYs in 10-24-year-olds were alcohol (7% of DALYs), unsafe sex (4%), iron deficiency 
(3%), lack of contraception (2%), and illicit drug use (2%). 


Interpretation The health of young people has been largely neglected in global public health because this age group is 
perceived as healthy. However, opportunities for prevention of disease and injury in this age group are not fully 
exploited. The findings from this study suggest that adolescent health would benefit from increased public health 
attention. 
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Males 


Females 


Total 



Cause 

Total DALYs 

Cause 

Total DALYs 

Cause 

Total DALYs 



(xlOOO) {%) 


(xlOOO) {%) 


(xlOOO) (%) 

10-24 years 






1 

Road traffic accidents 

93 {78%) 

Unipo ar depressive disorders 

115(9-8%) 

Unipolar depressive disorders 

193 (8-2%) 

2 

Unipolar depressive disorders 

78 (6.6%) 

Schizophrenia 

46 (40%) 

Road traffic accidents 

127(5-4%) 

3 

Violence 

69(5-8%) 

Bipolar disorder 

44 m 

Schizopfrenia 

96 (4-1%) 

4 

A cofid use 

62 (5-3%) 

Abortion 

43(3-7%) 

Bipolar disorder 

88(3-8%) 

5 

Schizophrenia 

so m 

MVjAIDS 

38(3-2%) 

Vio ence 

81(3-5%) 

6 

Bipolar disorder 

45 (3-8%) 

Road traffic accidents 

34(2-9%) 

Alcohol use 

71(3-0%) 

7 

Self-inflicted injuries 

35 m 

Self-inflicted injuries 

32(2-7%) 

HIV/AIDS 

70 (3-0%) 

8 

HIV/AIDS 

32 m 

Maternal sepsis 

32(2-7%) 

Self-inflicted injuries 

67(2-8%) 

9 

Tuberculosis 

32 (2-7%) 

Lower respiratory infections 

30 (2-6%) 

Tubercu osis 

60(2-6%) 

10 

Asthma 

32 (2-7%) 

Panic disorder 

30 (2-6%) 

Lower respirator/ inactions 

60(2-6%) 












15-1$ years 


Unipolar depressive disorders 
ytiaMents 
A aha use 
Schizophrenia 


Drue misuse 


fl i 


fiercer 


Abortion 
Psnie disorder 
llstemal sepsis 


trafficatcidents 


n 


Unipolar depressive disorders 


dim 


Panicdisorder 


ron-deficreneyanaeinia 




















































































Uridertreatmerit of people with major depressive 
disorder in 21 countries* 

Graham Thornicraft. somnatfi chatterji. Sara Eva ns-Lac ka. Michael Gruber. Nancy Sampson, 

Sergio Aguilar-Gaxiala. AJ1 Al-Hamzawi, Jordi .Alonso. Laura Andrade, Guilherme Borges. 

Ronny BtufTaerls. Brendan Bunting. Jose Miguel CaIdas de Almeida. Silvia Florescu. Giovanni de Girolamo, 
oye Gureje. Josep Maria Haro. Yanling He, Hriabo Hinkov. Elle Karam, Nor'rto Kavuakami. Sing Lee. 
Fernando Navarro-Mateu, Marina Piazza. Jose Posada-villa, Yolanda Torres de Gal vis and Ronald c. Kessler 


BadqpaiBrf 

Mapor Ofepeessive dsoidei ijUlCD) is a Seating cause- of 
disability wocSdwibe. 

Aim# 

to the: (a) 12-month prevalence 01 D^vi-tv mdd; 

(b) proportion awace that they have a problem neecfirg 
neatmemt and who wart oare; Co) proportion of the Saitec 
receiving treatment and Od) proportion of such neamemt 
meetiig ntrimal standaids. 

Method 

R^pmesentaiive cocmruifty household surveys from 21 
countries as pact of the would neaif otgaftizaMon world 
Mer'tal health Surveys.. 

Re#u Its 

Of51S47 respondents, Ad% met 12-month 0 iter ia foe 
dsm-ev mdo and of these 5*.7% ceported neecsrg 
neatmemt. Among those who lecogrisedi their need fee 
treatment most (71.1%) made at feast one vest o a senvioe 
provide!. Among those who eceived treatment oriy 41 jQ% 


received neatmemt that met minirnal standands. This resiJtec 
it only 1 Cl. 3% of £M i-TCSyidCais with 12-month MDO receiving 
minimally acec_aie tfoabnonL 

cont kjtion# 

Orly a minority of participants with MDO received mirirnaHy 
adeouaoe treatment 1 it 5 people h bigh-inoome and 1 it 
27 ii lOwwICAvei-mideSe^xiarrie countries. Scalng up care- 
fo* VI0O requires tfidamentai transformations it comrrtjirirv 
education and outreach. supply of treatment and quality of 
secvioes. 

Dt’ir-Ijnjtin n df in*ene#t 

it the past 3 years, RjCJC received SLpport fc* his 
epidemic logo a 1 studies from sanofi Aventis, was a consultant 
fo* Johnson & Johnson Wemses and Prowndon and served 
on an advisory board fee the Johnson & johnscn Services itc. 
Lake- Nona iirfe Project. R_C X. is a co-owner of oataSaat He, 
a market resell ch firm fat caicies out heatthcae esearch. 

Copyright and us-ujge 

(©> The Royal CoBege of Psychfenrists 20 1 &. 


Only a minority of people with MDD receive any treatment, despite MDD 
being a leading cause of disability 












Issues of Unmet Needs 


Low rates of recognition of their problem by 
people with depression 

Low rates of consultation of people who do 
recognize they have such a mental illness 


Barriers to access treatment 



Issues of Unmet Needs 


12 month prevalence of MDD in 21 countries 


Proportion of those who are aware they have a 
problem and need treatment 

"The proportion of those who actually receive 
treatment (contact coverage) 

"The proportion of this treatment that meets 
minimun standard for adequacy 



Criteria for Adequate Treatment 


Pharmachotherapy > 1 month 

More than four visits to a medical doctor 


More than eight sessions of psychotherapy 



Table I Twelve-month prevalence ol rnajqr depressive disorder (V33J, pence ved need for treatment, receipt of any treatment 
and receipt of mbilmally adequate treatment 


% fr -e-) 

ft. % at those in A C. ® ot those in a D r % ol those Irealed E r % ol those m A 


Country tv 
income category* 

A, % wlh 
12 -month 
dagnossot MOO 

viho had a 
penceved need 
tar inartmenl 

wlh a pence ved need' 
•«ho neceved aiy 
12 -month inalmenl 

n C ‘who neceved 
mammary adequate 
ineatnenl 

■who nece ved 
m n ma y adequate 
inatmem 

n L 

L Hi jfi incone 

Bel^jm 

5J2CQ.7) 

64 7 (74) 

a 1.7 (4.3 

55.7(33 

29.5 (6.3 

105 

France 

56 (JIT) 

59.3 (4.3 

79. 5 (3. 3 

43.7 (7,4) 

25 0 (4,9) 

155 

Germany 

3 1 (23 

60 6 (7.4) 

7£5 (3.9) 

66J3(4 3 

31.6 (4 3 

109 

brad 

59 (24) 

54 o cm 

725 (3.3 

40.3(4.3 

153 C_3 

SO 

lady 

29 (22) 

523 -5.(5 

725 (4.6) 

43 4(53 

167 (3-7) 

119 

iaoan 

24 (23 

50 4 (7.7) 

a0_1 (1.9) 

54.9 (23 

222 (5X0 

31 

Mince, Spain 

6.9 (23 

726 (4,3 

39.0 (3.3 

29-2(53 

133 (3.3 

154 

The NeHenands 

4 9 (JIT) 

61J0 (7.1) 

320 (5 3 

66-2 (69) 

aa.i .]s_i> 

125 

Porajga 

7.0 (23 

65 4 (23 

323 (1.3 

32.5(4.1) 

133 (2.7) 

290 

Span 

2S (23 

74 2 (3.4) 

79.5 (43 

46.0(51) 

27 2 0 3 

231 

USA 

67 (23 

740 (1.3 

77.4 (23 

46 4(21) 

26 6 (1.9) 

646 

Angelina 

27 (23 

664 (4.7) 

55.3 (4.1) 

43.9(23 

17-9 -2.3 

170 

Turd 

5.2 (21) 

64 9 (1.1) 

77.9 (1.3 

44-2(1.3 

224 flU 

22a 


uppe - -middle neerre 








sao PaJp Bran 

101 (0,7) 

SSI 04 

623 (27) 

41.7 (54) 

149 

C2.0J 

£59 

Bulgana 

20 (03 

50.7 (4 0) 

623 (23 

21.0(63 

67 

<23} 

145 

Le benen 

4,9 07) 

41.0 (23 

563 (63 

30.3 (63 

7-0 

(1-7i 

126 

vie del l n. Colomoe 

23 (0 3 

51.7 (4 3 

525 (7.7) 

324 &.3F 

9.0 

27} 

151 

Mexm 

27 (03 

55.3 (23 

424 (4.3 

25 4(23 

64 

(1-3 

SI 

ftomana 

1. 5 (2 3 

S3 f7.3 

9(23 p.3 

610(143 

125 

(7.3 

40 

Tdd 

4 7 (0 2) 

522 (1.3 

59,6 (1.3 

36,7(23 

11 4 

(1 2} 

1 132 

III. Loiwer-m ddle ncome 








Cdomofl 

S3 ecu;. 

49 2 (4.7) 

41.3 (61) 

24 6 (9 4) 

50 

<2-4} 

241 

raq 

29 (0 4) 

17.0 0.3 

69.7 (23 

20.7(03 

25 

<2-4} 

132 

Mgena 

1.1 (22) 

223 02 

360 (63 

QQ 

00 

■ ■ ... 

72 

Pern 

27 (23 

60.3 (6. D 

506 (57) 

23(23 

09 

29} 

99 

BeifngAShangnau. PRC 

20 (24) 

39.2 (33) 

623 (123 

* W 

* 

M E 

Jf] 

. . 

37 

Tdd 

22 (0 , 3 

34 6 (23 

526 04) 

20,5(3.4) 

27 

(1-fi) 

631 

IV. Traall ai co unites 

4 6 (21) 

56.7 (1.0) 

71.1 (1.0) 

41,0(14) 

165 

(0.7) 

4331 

P CR. FaDpf s Rh&lHe cl dm, rjjjrbff *n_fc ro: be esimitec bsix cl srrplr^/bw reipcrses 

a. :“' 3 ! [Mirac fcc* otApe T;±tf e DS 1 fof ai e^zraaDr cl winy Gobrbc .:=n-:.T!; in bwo caE^aEn. 

b. NLirter rreetirp ■: re c : fcf M>D 

c. 201 53. 














The global burden of disease in 10- 
24-year-olds 


&The health of young people has 
been largely neglected in global 
public health because this age group 
is perceived as healthy. However, 
opportunities for prevention of 
disease and injury in this age group 
are not fully exploited. 



Trcmsigao Epidemiologica 


kEntende-se por transigao epidemiologica 
as mudancas ocorridas no tempo nos 
padroes de morte, morbidade e invalidez 
que caracterizam uma populaqao 
especifica e que, em geral, ocorrem em 
conjunto com outras transformaqoes 
demograf icas, sociais e economicas 
(Omram, 2001; Santos-Preciado et aL, 
2003) 



Transigao Epidemiologica 


& O processo engloba tres mudangas basicas: 

& substituigao das doengas transmissiveis por doengas nao- 
transmissiveis e causas externas; 

& deslocamento da cargo de morbi-mortalidade dos grupos 
mais jovens aos grupos mais idosos; 

(a e transformagao de uma situacao em que predomina a 
mortalidade para outra na qual a morbidaae e dominante. 
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ORIGINAL PAPER 


Laura Andrade - Ellen E. Walters - Valenti m Gentil » Roy Laurent! 

Prevalence of ICD-10 mental disorders in 
a catchment area in the city of Sao Paulo, Brazil 


Accepted^ £« 1-3 nuary 2002 


Abstract BacJcground The prevalence {lifetime;, 12- 
moDthj I -month) of" mental disorders* their relationship 
with sociodemographic features, and the use of services 
we re investigated i n the popnlat Eon aged I 3 years or 
older living in the catchment area of a large hospital 
complex En the city of" Sao F J aulo : , Brazil. Methods A com¬ 
munity survey was conducted in two boroughs of Sao 
Paulo,, on 1,464 residents aged IS years or older. The as¬ 
sessment of psychopathology was made by Cl DI 1.1* 
yielding diagnoses according to ICD-10 for mood disor¬ 
ders* anxiety disorders, non-affective psych osis K sub¬ 
stance use disorders, dissociative and somatoform dis¬ 
orders, and cognitive impairment Results Of" the total 
sample, 45.9 had at least one lifetime diagnosis of 
mental disorder, 26.3'% in the year, and 22,2'% in the 
month prior to interview". The most prevalent disorders 
(lifetime. 12-month, and 1 -month, respectively) were:: 
nicotine dependence (25'%* 11. 4'%, 9.3'%)* any mood 
disorder (IS-.S*)^, 7.6%, with depressive episode the 
most prevalent mood disorder (16,8 ■%, 7.1 ■%, 4.5 %),anv 
anxiety disorder (12.5 %■* 7.7*fe* 6 somatoform disor¬ 
der (6 %■„ 4,2 %■„ 3.2 %■), and alcohol abuse/dependence 
(S.S^* 4,5 %■* 4 %■). No gender differences were found in 
overall morbidity. Excluding substance use disorders* 
women had a higher risk for non-psychotic disorders. 
The presence oJ psychiatric diagnosis increased the use 


of services* w r ith a low proportion of" subjects seeking 
specialty mental care. Conclusion Our results confirm 
the high prevalence of mental disorders in the commu¬ 
nity, similar to findings In other countries. A compari¬ 
son with findings from other studies with similar 
methodology is made. 

Keywords mental disorders - epidemiology - Brazil 
— use of services — demographic correlates — prevalences 

Introduction 

Population-based studies of psychiatric morbidity in 
Brazil are uncommon. Manv studies have been con- 
dueled in primary health care settings (Mari 1987; Vil- 
lano et al. 1995)* or for specific populations and disor¬ 
ders (Lopes el al. 1996)* but these studies did not allow 
estimation of population rales. The main reason for the 
paucity of population-based studies is that the country 
is very large,with a diversity of cultural and socioeco¬ 
nomic aspects represented in its £.5 million square kilo¬ 
meters territorial extension and 1 60 million inhabitants 
(Almeida-Filho and Santana 1993). 

The currently available estimates come from a multi- 
site population-based survey conducted on three metro¬ 
politan areas of Brazil (Almeida-Filho et al. 1997; 
n = 6.470k usimz a 44-item screening instrument de- 









Transtornos DSM-III 

Masculino 

Feminino 

Total 


% 

se 

% 

se 

% 

se 

Depressao maior 

3.5 

0.9 

9.1 

1.1 

6.7 

0.8 

Distimia 

1.1 

0.4 

1.7 

0.3 

1.4 

0.3 

Mania 

0.3 

0.3 

0.6 

0.2 

0.5 

0.2 

T. Ansiedade Generalizada 

1.1 

0.7 

2.1 

0.4 

1.7 

0.4 

Transtorno do Panico 

0.1 

0.1 

1.7 

0.4 

1.0 

0.2 

Todas as Fobias 

2.4 

0.4 

7.0 

0.8 

5.7 

0.6 

T. Obsessivo compulsivo 

0.3 

0.2 

0.1 

0.1 

0.2 

0.1 

Abuso/dependencia - 
A1 cool 

6.5 

1.5 

3.0 

0.4 

3.9 

0.5 

Abuso/dependencia - 
drogas 

1.1 

0.4 

0.2 

0.1 

0.6 

0.2 

Psicose nao-afetiva 

0.7 

0.3 

0.9 

0.4 

0.8 

0.23 

Todos transtornos 

14.4 

1.9 

21.5 

1.3 

18.5 

1.1 












Transtornos DSM-III 

Masculino 

Feminino 

Total 


% 

se 

% 

se 

% 

se 

Depressao maior 

13.2 

1.7 

19.1 

1.3 

16.6 

0.15 

Distimia 

3.7 

0.7 

4.7 

0.7 

4.3 

0.5 

Mania 

1.1 

0.6 

0.9 

0.3 

1.0 

0.3 

T. Ansiedade Generalizada 

3.3 

0.9 

4.9 

0.8 

4.2 

0.6 

Transtorno do Panico 

0.7 

0.4 

2.3 

0.4 

1.6 

0.3 

Todas as Fobias 


0.6 

11.4 

1.0 

9.3 

1.7 

T. Obsessivo compulsivo 

0.4 

0.3 

0.1 

0.1 

0.3 

0.1 

Abuso/dependencia - 
A1 cool 

7.8 

1.5 

3.8 

0.4 

5 

0.6 

Abuso/dependencia - 
drogas 

1.9 

0.6 

0.6 

0.3 

1 

0.4 

Psicose nao-afetiva 

1.7 

0.5 

2.0 

0.4 

2.1 

0.5 

Todos transtornos 

28.4 

2.4 

36.6 

1.4 

33.1 

1.3 
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The Impact of Epidemic Violence on the Prevalence of 
Psychiatric Disorders in Sao Paulo and Rio de Janeiro, 
Brazil 


Wa^rwr Silva Ribeiro 1,2 *, Jair d« Jesus Mari 1,2 , Maria In^s Quintana 1 , Michael E. Dewey 2 , Sara Evans- 
Lacko 2 , Liliane Maria Pereira Vilete 3 , Ivan Fi-gu-eira 4 , Rodrigo Affonseca Bressan 1 , Marcelo Feij-o -de 
Mello 1 , Martin Prince 2 , Cleusa P. Ferri 2 , Evandro Silva Freire Cout in ho 3 , Sergio Baxter Andreoli 1 
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Abstract 

tjfczrrcHLjfTrtfr V id-en ae and ot her trau mat t events, as wel I a_s psyah ia.t ria -d isor-d ers are frequent in d e i.re loping tn-untries, but 
the re s.re few popu lat ion studies to show the a-qtual impa-a of traumatic event; in the psyah iat ria morbidity in low a. n d 
mid-d le income -rlount r fE5 (LMIC). 

,AA m-_& - T o study th-e rels.tionsh i p between tra.uma.tia events a.n-d p revale nrS of me ntal -d Is o rd e rs in Sao Paulo- a. n -d Rio de 
Janeiro.. Brazil. 

tVJeirfya-Ef-S*- -Cross seational survey aarried out in 20D7—2QQS with a. probabi list ia representative sample of" 13 to 73 year old 
residents in Sao Paulo and Rio -de Janeiro.. BrajziL using th-e Com p^s rte Inter nat ional Diagnostia Interview. 

JnesyjV'ais, - Th-e sample a-om pr ise-d 3 744 interviews. W-early O O z 7a of pa.rt i-tJ pants ta-ae-d I rfe time trau mat i-a events. Lifetime 
prevalenae of any d Isorde rs was 44 ' z ?a in Sao Paulo and 42.1*>a in Rio d-e Janeiro. One yea r estimates were 32 _59k and 3 I _29k . 
One year preua le nae of t ra umatia eve nts was higher in Rio de Janeiro than Sao Paulo (33 .1 vs. 21 .7.: p-=:!0 .QQ1 ] . Part iai pants 
from Rio de Janeiro were less: likely to have alaohol dependenae [OR OSS.: p 0.027].. depression [OR 0.0; p 0.000] 
generalized am-iiety (OR O. S=h .: p 0.021] and post trau mat ia stress disorder (-OR 0.02.: p 0.027]. Trau mat ia events 
aorrelated with all d ia-g noses — e.g. assa ultive violenae with 3 . 1 -so h o I dependenae (OR S.7.: p=:!0.001] and with depression 
(OR 1.7.: p 0.001]. 

^ ,*b iT. - O u r find i n-g s show t hat psy-ah i3.tr ia d isorde rs and t rau mat ia events., -espe-aial ly v iole nae.. 3. re e-areme Iy aom mon 
in Sao Paulo and Rio de Janeiro., supporting the ide3. that neu ropsyah iatr ia disorders and external -sa uses have beaome a 
major publia he3.lth priority. 3.s they are amongst the le-3.ding aauses of burden of d is esse in low and middle inaome 
aountries. The aomparison between the two -aities reg3.rding patterns of violenae and psy-ah i3.tr ia mor bid rty s uggests t h at 
environments.! ta-ators may buffer the negative im paats of trau mat ia events. Identifying suah fa-ators might guide the 
implementation of interventions to improve ments.1 hesJth and guality of life in LMIC urba n aenters. 

Crtatlonc Rjbdra WS. Mdri JdJL Q.vintana M\. EvAns-L-id-co S. et al. knpActaf ^lidemicVialanz an the Ftwilmoe af P^diAtric IHfAGrdera in 
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The Impact of Epidemic Violence on the Prevalence of 
Psychiatric Disorders in Sao Paulo and Rio de Janeiro, Brazil 



■ 11 million inhabitants 

■ Biggest economic centre 

■ GDP: 124 billion US dollars 

■ GDP per capita: 11,000 USD 

■ IDH: 0,710 a 0,961 

■ Homicides (2007): 

16/100.000 



■ 6 million inhabitants 

■ Services and tourism 

■ GDP: 56 billion US dollars 

■ GDP per capita: 9,100 USD 

■ IDH: 0,700 a 0,956 

■ Homicides (2007): 

37/100.000 


The impact of epidemic violence on the prevalence of psychiatric disorders in Sao Paulo and Rio de Janeiro, 

Brazil. 

Ribeiro l/l/S, Mari Jde J, Quintana Ml, Dewey ME, Evans-Lacko S, Vilete LM, Figueira I, Bressan RA, 

rto H/lalln H/IC DrSnfa ft/I C/ipn TO T/witmlt/i CC An/4rar\li CD Dl nC Hna ”>/!f 3 Ay|/)i> O.0/Cl./>£3C/fC 

















Results: Sample Characteristics 

Final J Sao Paulo = 2536 (response rate = 84.5%) 

sample: 1 

^ ■ Rio de Janeiro = 1208 (response rate = 80.5%) 

100 % 

90% 

80% 

70% 

60% 

50% 

40% 

30% 


■ Male ■ Female 



20 % 

10 % 

0 % 


Sao Paulo 


Rio de Janeiro 





Event 


Lifetime 



Last year 



Sao Paulo 

Rio de Janeiro 

P 

Sao Paulo 

Rio de Janeiro 

P 

Physical assault without 
weapon 

21,8% 

24,6% 

0,09 

1% 

2,5% 

<0,01 

Physical assault with weapon 

28,8% 

33,1% 

0,02 

2,5% 

2,4% 

0,95 

Kidnap 

0,7% 

1,5% 

0,05 

0,1% 

0,01% 

0,84 

Fast kidnap 

2% 

0,7% 

0,01 

0,002% 

0% 

0,53 

Rape 

1,3% 

2,3% 

0,04 

0% 

0,01% 

0,11 

Sexual molestation 

2,5% 

4,9% 

< 

0,01 

0,004% 

0,02% 

0,22 

Familial physical violence 

7,3% 

9,1% 

0,11 

0,06% 

0,4% 

0,46 

Intimate-partner violence 

6,8% 

6,8% 

0,99 

0,9% 

0,9% 

0,89 

Car accident 

18,1% 

17,4% 

0,65 

1,3% 

1,5% 

0,63 

Witnessing a murder 

27,1% 

28,2% 

0,52 

3,4% 

4,4% 

0,22 

Shootout/stray bullet 

16,1% 

29,4% 

< 

0,01 

2% 

11,7% 

<0,01 

Domestic violence in 
childhood 

16,2% 

17,5% 

0/4 

0,3% 

0% 

0,22 

Atrocities/slaughter 

7,7% 

11,5% 

< 

0,01 

1% 

2,2% 

0,01 

Sudden death of a loved one 

42,2% 

45,1% 

0,15 

3,8% 

6,8% 

<0,01 

Any traumatic events 

86% 

88,7% 

0,05 

21,7% 

35,1% 

<0,01 









Lifetime Prevalence of DSM-IV Mental Disorders 




Sao Paulo 


Rio de Janeiro 


Males 

Females 

Total 

Males 

Females 

Total 

Alcohol hazardous 

use 

13.6% 

4.2% 

8.1% 

14.9% 

5.2% 

9.4% 

Alcohol dependence 

9.3% 

3.3% 

5.8% 

8.8% 

4.3% 

6.2% 

Major depression 

11.6% 

24.2% 

18.9% 

10.8% 

22.5% 

17.4% 

Dysthymia 

0.7% 

1.9% 

1.4% 

1.9% 

1.8% 

1.9% 

Panic disorder 

0.6% 

0.7% 

0.7% 

0.4% 

2% 

1.3% 

Specific phobia 

9.6% 

22% 

16.8% 

9.3% 

18.7% 

14.6% 

Social phobia 

3.9% 

7% 

5.7% 

2.6% 

5.1% 

4% 

Agoraphobia 

1.6% 

5.9% 

4% 

2.5% 

4.3% 

3.5% 

GAD 

4% 

7.4% 

6% 

3.8% 

7.4% 

5.8% 

OCD 

2.1% 

5.5% 

4.1% 

2.5% 

4.5% 

3.6% 

PTSD 

4.2% 

14.5% 

10.2% 

5.5% 

11.1% 

8.7% 

Any disorder 

38.1% 

49.4% 

44.7% 

36.7% 

47.9% 

43.1% 
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Abstract 

Est imate t he prevale nCe of psychotropic d rugs use in the City of Rio de Ja n e i r-a. B r-az il.. and -establ ish its 
relationship with th-e pr-esenze -at" mental disorders. 

Atfef/imlsr A probabilistic sampie -a-f n-a-n institLitionalized individuals.. fr-a-m th-e general population -a-f Ri-a- d-e Janeiro 
I’n '"I -Z! OS .rt u rn a-utiB'l %].. 15 years or cldc r, wh-a- were interviewed using the Composite I n te r n -at i-a n -a. I Diag nostiC I nte nriew 2.. 1 
Id e p res son., -anxiety pha-bi-a.. OCDVPT5 D. al-cO-hol ism sections], a nd -asked -a ba u t their psych-a-t r-a-p iC use during -a 12 and one 
month period before the interview. Data we re Collected between J u ne/20Q 7 Feb ru-ary/2O0S.The prevalence was estimated 
wit h -a Confid enCe interval of55%. The assoCiat ions between psyChotropiCs use and mental d isorde rs were analysed t h rou-g h 
a logistic regression model (Odds Ration — OR). 

ResiifUsr The one month prevalence of psychotropic drug use was ■5.55%.. 3.15% far men and 5.13% tor women. 
Antidepressants were the most frequently used drug (2:.75%).. followed by anoreCiCs (1 .■55%).. tranquilizers (1.61%) and 
mood stabilizers (1 _23%).-Gene ral praCt it tone rs issued the highest number of presCri pt ions (463%), followed by psychiatrists 
(25 3%).: 5-5.6% of the psychotropic d r ugs used were paid tor by the patient himself. I nd iv id uals wit h increased likelihood of 
using psychotropic d rugs were those that had received a psyC hi-3.tr iC d iag n os is during a one month period before the study 
(OR3.53).. females (OR:1 52].. separated/d ivorCed (OR. 2 -23].. of increased age (OR:1 .03].. with higher income (OR:2.56), and 
family history of mental disorder (QFllZ 55).: only 16% of the individuals with a Current D5M IV diagnosis were using a 
psychotropic drug; 1 7% among individuals with a depression related diagnosis and 5% with Phobic Am-Liety Disorders 
re lated d iag nos is used psyChotropiCs. 

C&rhs/jJLSApproXimately 54% of individuals displaying some mental disorder did not use psychotropic d rugs, which 
indiCates an important gap between demand and access to treatment. A significant failure is evident in the health system 
tor patients with mental disorders; this CouId be due to health workers" inability to recognize mental disorders among 
ind ivid ua Is. 
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Sao Paulo 


Rio de Janeiro 



14,0% 

46 , 6 % 

8,8% 48,5% 

8 , 1 % 

V 

22 , 8 %* 


Uso de Psicotropicos em Sao Paulo e Rio de 

Janeiro “ ^ in ' co S era l Psiquiatra ¥ Neurologista 

Cardiologista ¥ Outros medicos ' Outros 




Prevalencia de uso de Psicotropicos ultimo 
mes: Sao Paulo e Rio de Janeiro (n=3744) 


Rio de Janeiro Sao Paulo 

(n=1208) (n=2536) 



% 

IC95% 

% 

IC95% 

Geral 

6.55 

5.05-8.06 

5.89 

4.72-7.05 

Antidepressivo 

2.78 

1.79-3.77 

3.15 

2.29-4.01 

l a geragao 

0.59 

0.10-1.08 

1.18 

0.68-1.68 

2 a geragao 

2.36 

1.46-3.26 

2.45 

1.66-3.24 

Tranquilizantes 

1.61 

0.79-2.42 

0.40 

0.04-0.77 

Anorexigenos 

1.65 

0.86-2.44 

0.53 

O 

• 

OO 

i 

oo 

Estabilizadores 

Humor 

1.24 

0.55-1.92 

2.67 

1.85-3.49 

Antipsicotico 

1.05 

0.47-1.63 

0.67 

0.28-1.06 

tfpico 

0.96 

0.41-1.51 

0.58 

0.20-0.95 

atipico 

0.09 

0-0.27 

0.20 

0-0.45 

Hipnoticos 

0.22 

0-0.55 

0.58 

0.20-0.96 

Others 

1.14 

0.56-1.72 

0.11 

0-0.31 [ 





Evolugao do uso de psicotropicos (anual) em Sao Paulo 




Tancredi 

(1976) 


Mari Quintana 

(1990) (2007) 




Table 3, Frequencies in the y&e of psychotro pics distributed by type of drug and diagnosis identified in the month previous to the 
study, In the city of Rio de Janeiro {n=427), 


Rio de Janeiro 



Benzodiazepines 

Antidepressives 

GAP 

n 

% (n) 

% (n| 

% (n) 


Expression 

48 

6-3 (3) 

16.7 |B} 

729 (35) 

Light depression 

20 

■ 

15013} 

7CU0 [14J 

Moderate depression 

12 

13(1) 

16.712} 

71019} 

Severe depression 

9 

222(21 

22212} 

66.716} 

Dysthymia 

7 

A 

14311} 

85716} 

Anxiety-phobias 

lie 

IS 13) 

7j6 19J 

8561101} 

TOC 

27 

A 

7.412] 

SI.S 1221 

PTSD 

28 

- 

3j6 11} 

71.4120J 

Any of the ahme 

262 

3.4 {9] 

6.9 ue} 

8401220J 


GAP: indlvidmis with positive diagnosis by the ClDI who did not receive psychotropic medication; TOC: Obsessive Compulsive Disaider; PTSft Post-Traumatic Stress 
Disorder. _ ^ 

da:io. 1 3? i /joumai.pone.oo 6 227o.too3 Overall Gap in Sao Paulo = 85.3°/< 








Relagao entre Consumo de Psicotropico 
(anua!) e ter Diagnostico (Anua!) - CIDI2.1 



Sao Paulo 

Rio de Janeiro 


n 

anti 

depressivo 

NT 

n 

anti 

depressivo 

NT 

Trans Depressivo 

483 

15.3 

73.5 

212 

10.3 

70.3 

Trans Fobico-Ansioso 

421 

10.0 

81.9 

181 

7.2 

80.1 

Qualquer transtorno 

824 

10.3 

81.2 

374 

9.1 

77.3 


NT: individuos com diagnostico positivo no CIDI e nao recebem nenhum tipo de medica^ao psicotropica; 
Qualquer transtorno: combinagao de qualquer um dos transtornos mentais avaliados no estudo. 
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V/UIUI major depressive episodes m the 


revaience o 
18 countries participating in the WMH surveys 


2 



I. High income 

Belgium 

France 

Germany 

Israel 

Italy 

Japan 

Netherlands 
New Zealand 
Spain 

United States 
TOTAL 

II. Low-middle income 

Brazil (Sao Paulo) 
Colombia 

India (Pondicherry) 

Lebanon 

Mexico 

PRC (Shenzhen) 
South Africa 
Ukraine 
TOTAL 


Screen+ 

Lifetime 

prevalence 

Lifetime/screen+ 

12-month 

prevalence 

12-month screen 

12-month lifetime 

Age of onset 

% 

(SE) 

% 

(SE) 

% 

(SE) 

% 

(SE) 

% 

(SE) 

% 

(SE) 

Median 

(IQR) 















49.4 

( 2 . 5 ) 

14.1 

( 1 . 0 ) 

28.5 

( 1 . 9 ) 

5.0 

( 0 . 5 ) 

10.0 

( 1 . 0 ) 

35.2 

( 2 . 8 ) 

29.4 

( 20 . 9 - 41 . 3 ) 

65.0 

( 1 . 7 ) 

21.0 

( 1 . 1 ) 

32.3 

( 1 . 4 ) 

5.9 

( 0 . 6 ) 

9.0 

( 0 . 9 ) 

27.9 

( 2 . 6 ) 

28.4 

( 19 . 3 - 38 . 9 ) 

43.1 

( 1 . 4 ) 

9.9 

( 0 . 6 ) 

23.0 

( 1 . 3 ) 

3.0 

( 0 . 3 ) 

6.9 

( 0 . 6 ) 

30.1 

( 2 . 1 ) 

27.6 

( 18 . 6 - 39 . 6 ) 

45.1 

( 0 . 8 ) 

10.2 

( 0 . 5 ) 

22.6 

( 1 . 0 ) 

6.1 

( 0 . 4 ) 

13.5 

( 0 . 8 ) 

59.6 

( 2 . 3 ) 

25.5 

( 18 . 1 - 38 . 5 ) 

44.9 

( 1 . 7 ) 

9.9 

( 0 . 5 ) 

22.1 

( 1 . 0 ) 

3.0 

( 0 . 2 ) 

6.7 

( 0 . 5 ) 

30.2 

( 1 . 9 ) 

27.7 

( 19 . 1 - 39 . 1 ) 

29.9 

( 0 . 8 ) 

6.6 

( 0 . 5 ) 

22.2 

( 1 . 4 ) 

2.2 

( 0 . 4 ) 

7.4 

( 1 . 2 ) 

33.3 

( 4 . 2 ) 

30.1 

( 20 . 8 - 45 . 3 ) 

53.2 

( 1 . 6 ) 

17.9 

( 1 . 0 ) 

33.6 

( 1 . 8 ) 

4.9 

( 0 . 5 ) 

9.2 

( 1 . 0 ) 

273 

( 2 . 6 ) 

27.2 

( 19 . 3 - 39 . 5 ) 

61.9 

( 0 . 6 ) 

17.8 

( 0 . 4 ) 

28.7 

( 0 . 6 ) 

6.6 

( 0 . 3 ) 

10.6 

( 0 . 5 ) 

27.0 

( 1 . 5 ) 

24.2 

( 16 . 1 - 34 . 5 ) 

37.7 

( 1 . 0 ) 

10.6 

( 0 . 5 ) 

28.2 

( 1 . 2 ) 

4.0 

( 0 . 3 ) 

10.6 

( 0 . 8 ) 

37.5 

( 1 . 9 ) 

30.0 

( 19 . 7 - 44 . 3 ) 

62.0 

( 0 . 9 ) 

19.2 

( 0 . 5 ) 

30.9 

( 0 . 7 ) 

8.3 

( 0 . 3 ) 

13.3 

( 0 . 5 ) 

43.1 

( 1 . 2 ) 

22.7 

( 15 . 1 - 34 . 6 ) 

52.3 

( 0 . 4 ) 

14.6 

( 0 . 2 ) 

28.1 

( 0 . 3 ) 

5.5 

( 0 . 1 ) 

10.6 

( 0 . 2 ) 

37.7 

( 0 . 7 ) 

25.7 

( 17 . 3 - 37 . 2 ) 















66.0 

( 1 . 0 ) 

18.4 

( 0 . 8 ) 

27.9 

( 1 . 1 ) 

10.4 

( 0 . 6 ) 

15.8 

( 0 . 8 ) 

56.7 

( 1 . 5 ) 

24.3 

( 17 . 2 - 35 . 8 ) 

58.6 

( 1 . 1 ) 

13.3 

( 0 . 6 ) 

22.6 

( 1 . 0 ) 

6.2 

( 0 . 4 ) 

10.6 

( 0 . 7 ) 

46.7 

( 2 . 6 ) 

23.5 

( 15 . 6 - 33 . 6 ) 

25.0 

( 0 . 9 ) 

9.0 

( 0 . 5 ) 

35.9 

( 1 . 5 ) 

4.5 

( 0 . 4 ) 

18.0 

( 1 . 4 ) 

50.0 

( 3 . 0 ) 

319.9 

( 24 . 5 - 42 . 7 ) 

57.7 

( 1 . 8 ) 

10.9 

( 0 . 9 ) 

18.9 

( 1 . 3 ) 

5.5 

( 0 . 7 ) 

9.5 

( 1 . 2 ) 

50.0 

( 3 . 7 ) 

23.8 

( 17 . 5 - 32 . 8 ) 

40.6 

( 1 . 1 ) 

8.0 

( 0 . 5 ) 

19.6 

( 1 . 2 ) 

4.0 

( 0 . 3 ) 

9.8 

( 0 . 8 ) 

50.0 

( 2 . 7 ) 

23.5 

( 16 . 7 - 34 . 0 ) 

54.6 

( 0 . 9 ) 

6.5 

( 0 . 4 ) 

12.0 

( 0 . 7 ) 

3.8 

( 0 . 3 ) 

6.9 

( 0 . 5 ) 

58.0 

( 2 . 6 ) 

18.8 

( 14 . 9 - 23 . 4 ) 

56.1 

( 1 . 3 ) 

9.8 

( 0 . 7 ) 

17.4 

( 1 . 2 ) 

4.9 

( 0 . 4 ) 

8.6 

( 0 . 8 ) 

49.6 

( 2 . 7 ) 

22.3 

( 15 . 8 - 33 . 8 ) 

82.4 

( 1 . 1 ) 

14.6 

( 0 . 7 ) 

17.7 

( 0 . 8 ) 

8.4 

( 0 . 6 ) 

10.2 

( 0 . 7 ) 

57.8 

( 2 . 2 ) 

27.8 

( 18 . 7 - 39 . 6 ) 

54.1 

( 0 . 4 ) 

11.1 

( 0 . 2 ) 

19.8 

( 0 . 4 ) 

5.9 

( 0 . 2 ) 

10.5 

( 0 . 3 ) 

53.3 

( 0 . 9 ) 

24.0 

( 17 . 0 - 34 . 8 ) 
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Abstract 

Introduction? Worldwide, a minority of disordered chiIdrerVadolescents receives mental health assistance. In order to 
improve service access, it is important to investigate factors that influence the process leading to receiving care. Data on 
frequency and barriers for mental health service use (MMSLP) arno| Brazilian children/adolescents are extremely scarce and 
are needed to guide public policy, 


OfrJ&ctiv&s: To establish the frequency of MHISU among 6-to-1 ■u-yearnsld with psychiatric dii 
regions; and to identify structural/psychosocial/demographic barriers associated with child/adol 


lers from four Brazilian 
lent MHSU. 


M&thxxls: Multicenter cross-sectional-study involving four towns from four out of five Braziliai^Pegions. In each town, a 
representative sample of elementary public school students was randomly selected (sample: 1,721). Child/adolescent MH5U 
was defined as being seen by a psychologist/psychiatrist/neurologist in the previous 12 months. Standardized instruments 
measured: (1) chi IdrerVadole scent characteristics [{1.1) Schedule for Affective Disorders arid Schizophrenia for School-Age 
Children (K-SADS-PL)-psychiatric disorders; (1.2) Ten Questions Scree n-neurodeve lop me nt problems; (1,3) two subtests of 
WISC-II l-estimated IQ; [11.4) Academic Performance Test-school performance)], (2) factors related to mothers/main caregivers 
(Self-Reporting Quest ion naire-anxiety/dep res sion), (3) family (Brazilian Research-Comp a nies-Association's Questionnaire¬ 
s' 

R&sm/ts: Only 19.8% of children/adolescents with psychiatric disorder have used mental health services in the previous 12 
months. Multiple logistic regression modeling identified five factors associated with lower rates of MHSU (female gender, 
adequate school performance, mother/main caregiver living with a partner, lower SES, residing in deprived Brazilian 
regions) regardless of the presence of any psychiatric d i so rders/neurodeve lop mental problems. 

C(>n^u!f/flflf*Only a small proportion of children/adolescents with psychiatric disorders had been seen by a mental health 
specialist in the previous 12 months. Structural/psychosocial/demographic factors were associated with uneven access to 
service for certain groups of children/adolescents, These results call attention to the urgent need to implement programs to 
help reduce this large unmet mental health need; inequalities must be considered by policy makers when planning 
strategies to address barriers for care. 






► Caete 

(Southeast) 

► Goianira 

(Western) 

► Itaitinga 

(Northeast) 

► Rio Preto da Eva 



































Percent Prevalence for DSM-IV Disorders for the entire 

sample (N = 1 , 735 ) 

Current 

Any disorder 

144 ( 14.4%) 

Any anxiety 

1 16 (6.7%) 

Any ADHD 

73 (4.2%) 

Conduct disorders* 

39 ( 2 . 2 %) 

Any depression 

10 ( 0 . 6 %) 

Psychosis 

4 (0.23%) 

Eating disorders 

3 (0.17%) 
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Only 20% of children 
with mental health 
problems in Brazil have 
access to a mental health 

professional, most of 

them (85%) psychologists 

and not psychiatrists 


Factors Related to the Prevalence Increase of Mental 

Disorders 


Improving Diagnosis 

Availability of Effective Treatments 

Migration and immigration movements 

Use and Alcohol and Drug Abuse 

Urbanization, Low Access to Services, Social Inequality 

Impact of Violence on Mental Health Population 


Improves Longevity 




Rev B ras Psiquiat r ZD1 Z;34:43+ 43^ 



ELSEVIER 


Revista Brasileira de Psiquiatria 


RBP Psychiatry 


O fidbl -Jbural -in 1 Ux- t-rul r■ Jw-±Jd-:-n 

'A-krr+il ■■ l+.rrfc-r i ■■ D+:-Tit-rd 



DRH3H/L ARTICLE 


Setting priorities for mental health research in Brazil 

GuiLherme Gregorio , 1 Mark Tomlinson , 2 Jeronimo Geroliiv Christian Kieling , 4 
Hugo Cogo Moreira , 5 Denise Razzouk , 6 Jair de Jesus Mari 7 


'De pa rtm ent o f Psychiat ry, U nive rsidade Federal de Sao Paulo (UNIFESPJ, Brazil 

department of Psychology, Stellenbosch University, iVetie land , South Africa; Department of Psych "a try and Mental Health , 

University of Cape Touin , Fondebosch , Town , South Africa 

J F\)st-graduate student, Department of Psychiatry, UNIFESP, Brazil 

department of Psychiatry, Hospital de Clin its s de Porto Alegre, Universidade Federal do Rio Grande do Sul .Brazil 
^Graduate Student, Department of Psychiatry, Un rue rsicbde Federal de Sao Paulo, Brazil 
de pa rtm ent o f Psychiat ry, U NIF ES P, B razil 

r Pro lessor, Department of Psychiatry, UN IF ESP | Hono rary Visiting Professor, Health Services and Population 
F^esearch Department, hstitute of Psychiatry, King's College, University of London, England 


Submitted on February 23,2012; accepted on May 28,2012 











Setting priorities for global mental health research 

Mark Tomlinson , a Igor Rudan, b Shekhar Saxena, c Leslie Swartz , 3 Alexander C Tsai 1 d & Vikram Patel 0 


Objective To set investment priorities in global mental! health research and to propose a more rational use of funds in this under- 
resourced and under-investigated area. 

Methods Hlembers of the Lancet mental Health Group systematically listed and scored research investment options on four broad 
classes of disorders: schizophrenia and other major psychotic disorders, major depressive disorder and other common mental 
disorders, alcohol abuse and other substance abuse disorders, and the broad class of child and adolescent mental disorders. Using 
the priority-setting approach of the Child Health and; Nutrition Research Initiative, the group listed various research questions and 
evaluated them using the criteria of answerability, effectiveness, deliverability, equity and potential impact on persisting burden of 
mental health disorders. Scores were then weighted according to the system of values expressed! by a larger group of stakeholders, 
Findings The research questions that scored highest were related to health policy and systems research, where and how to deliver 
existing cost-effective interventions in a low-resource context, and epidemiological research on the broad categories of child and 
adolescent mental! disorders or those pertaining; to alcohol and drug abuse questions, The questions that scored lowest related to the 
development of new interventions and new drugs or pharmacological agents, vaccines or other technologies. 

Conclusion In the context of global mental health and with a time frame of the next 10 years, it would be best to fill critical knowledge 
gaps by investing in research into health policy and systems, epidemiology and improved delivery of cost-effective interventions, 
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1. Gather technical experts and define the context 

Gather a group off technical experts {Lancet Mental Health Group}. 5 

Define the context ri terms off scale (global}, lime period (10 years), target population 
(a people with one of four mental disorders) and disease burden being targeted 
(schizophrenia and other major psychotic disorders, major depressive disorder 
and other common mental disorders, alcohol abuse and other substance abuse tJsorde r. 
and child! and adolescent mental disorders’!. 

2. Create a systematic list of research options, by research domain 

Use the following domains of research to list research options: 

- epidemiological research or research to Inform priority setting 

- research to improve efficiency of health systems already in place, 
focusing on health policy and systems 

- research to improve affordahiSty and deliverability of existing interventions 

- research to develop new health interventions. 

3. Score listed research options by five criteria 

Through the technical experts, score the listed research options against the following criteria, 
answering three questions against each criterion pox 1}: 

- likelihood of answerability in an ethical way 

- likelihood of efficacy and effectiveness 

- likelihood of delrverability and affordability 

- maximum potential for disease burden reduction 

- likely impact of equity in population. 















The Priority Brazilian Study: Recruitment and Technical 

Working Group 


step 1 


recruited a group of experts from different mental health domanin 
•the time scale for the exercise was ten years 

•28 participants (22 researchers, 5 policy makers, and the coordinator). Participants were asked to list 
relevant mental health research questions from their own, to consult the Brazilian Agenda for Health 
Research Priorities (Brasil, 2006), or to consult the mental health research priorities list reported by the 
Lancet expert group for middle and low income countries (Lancet, 2007) 


step 2 


create a list of research questions in five domains: 

1 - epidemiological research or research to inform priority setting 

2 - research to improve efficiency of health systems already in place 

3 - research to improve efficiency of health systems already in place focusing on health policy and systems 

4 - research to improve affordability and deliverability of existing interventions 

5 - research to develop new health interventions 

• 17 participants provided 110 questions (distributed: 27 for domain (1) above, 35 for (2), 18 for (3), 11 for (4), and 19 for (5) 




step 3 


to score the listed questions by five criteria: 

1 - likelihood of answerability in an ethical way 

2 - likelihood of efficacy and effectiveness 

3 - likelihood of deliverability and affordability 

4 - maximum potential for disease burden reduction 

5 - likely impact of equity in population 

• 15 participants replied the questionnaires by e-mail. The least number of votes of the questions selected received at least five votes. 35 questions were 
selected (Appendix) 




Questions Used by Experts to Assign Intermediate 
Scores to Competing Research Questions 

& Criterion 1: likelihood that research would lead to new knowledge 
(enabling development or planning of an intervention) in an ethical 
way 

& Criterion 2: assessment of likelihood that the intervention resulting 
from proposed research would be effective 

& Criterion 3: assessment of deliverability, affordability and 

sustainability of the intervention resulting from proposed research 

& Criterion 4: assessment of maximum potential of disease burden 
reduction 

& Criterion 5: assessment of the impact of proposed health research 
on equity 



Questions 

Answerab 

le 

Effective 

Deliverable 

Impact 

Equitable 

Weighete 

d 

Score 

Q03 - Studies on the cost-effectiveness of combined interventions 
(psychopharmacological and psychosocial) to prevalent and/or disabling mental 
disorders conducted by interdisciplinary and multidisciplinary teams in the 
primary care setting, particularly for mental disorders that affect children and 
adolescents. 

64,71 

35,29 

70,59 

52,94 

76,47 

69,02 

Q01 - Interventions to identify and treat common mental disorders in the primary 
care, especially in the Family Health Strategy, with active involvement of non¬ 
medical professionals of the Family Health Teams. 

47.06 

41,18 

82,35 

58,82 

64,71 

69,02 

Q02 - Pharmacoeconomic studies to determine the cost-effectiveness of 
psychotropic drugs used in the public health system. 

29,41 

17,65 

88,24 

58,82 

58,82 

65,10 

Q17 - Research to establish what are the most effective policies to control 
consumption of alcohol and drugs at the population level, such as taxation, 
availability of alcoholic beverages, control of marketing, and specific policies to 
prevent drinking and driving. 

64,71 

35,29 

64,71 

76,47 

70,19 

65,10 

Q12 - Telemedicine for psychiatric consultation for non-psychiatrist physicians. 

47,06 

29,41 

58,82 

70,59 

70,59 

59,22 

Q13 - Study of the barriers in terms of access to treatment for individuals with 
severe and persistent mental disorders and drug addiction. 

41,18 

29,41 

70,59 

58,82 

47,06 

59,22 

Q04 - Epidemiological and social costs studies with focus on the demands for 
mental health that reach primary health care units, with emphasis on coverage gaps 
and identification of barriers in terms of access to treatment. 

52,94 

41,18 

82,35 

58,82 

64,71 

58,82 

Q 18 - Research with a nationally representative sample on the effectiveness and 
resolubility of the national mental health care policy (focused on general and 
childhood Psychosocial Care Centers - CAPS and CAPSi) for those affected by 
prevalent and/or disabling mental disorders, especially for mental disorders that 
affect children and adolescents. 

47,06 

23,53 

58,82 

64,71 

58,82 

58,82 

Q05 - Studies on the effectiveness of primary care and integrated care ("matrix 
support") in the resolution of cases of mental disorders. 

41,18 

35,29 

70,59 

64,71 

76,47 

57,65 

Q31 - Cost-effectiveness study of different models of stepped care in primary care, 
focusing on the most prevalent conditions: anxiety disorders, depression, 
somatoform disorders, alcohol and drugs. 

47,06 

35,29 

58,82 

52,94 

47,06 

55,69 































A consortium of researchers, advocates and clinicians 
announces here research priorities for improving the 
lives of people with mental illness around the world, 

and calls for urgent action and investment. 


Pamela Y. Collins Office for Research on 
Disparities and Global Mental Health , 
National Institute of Mental Healthy 
Marylandy USA. Vikram Patel, Centre for 
Global Mental Healthy London School of 
Hygiene & Tropical Medicine UK, Sangathy 
Goa y India. Sarah S. Joestl, Office for 
Research on Disparities and Global Mental 
Healthy National Institute of Mental Healthy 


for Research 
on Disparities and Global Mental Health , 
National Institute of Mental Health , 1/5A 
Thomas R. Insel, National Institute of 
Mental Healthy USA. Abdallah S. Daar, 
University of Toronto and McLaughlin - 
Rot man Centre for Global Health , Toronto, 
Canada , and Chair ; Global Alliance for 
Chronic Diseases. 


USA. Dana March, Office 



Grand challenges in global mental heall Collins PY, Patel V, Joestl SS, March D, Insel TR, Daar AS; Scientific Advisory 
Board and the 

Executive Committee of the Grand Challenges on Global Mental Health, Anderson W, Dhansay MA, Phillips A, Shurin S, 
Walport M, Ewart W, Savill SJ, Bordin IA, Costello EJ, Durkin M, Fairburn C, Glass Rl, Hall W, Huang Y, Hyman SE, Jamison 
K. Kaava S. Kaour S. Kleinman A. 





GRAND CHALLENGES FOR MNS 
DISORDERS 


& Identify root causes, risk and protective factors 

& Advance prevention and implementation of early 
interventions 

& Improve treatments and expand access to care 
& Raise awareness of the global burden 
& Build human resource capacity 
& Transform health-system and policy responses 


Grand challenges in global mental heall Collins PY, Patel V, Joestl SS, March D, Insel TR, Daar AS; Scientific Advisory 
Board and the Executive Committee of the Grand Challenges on Global Mental Health, Anderson W, Dhansay MA, Phillips 
A, Shurin S, Walport M, Ewart W, Savill SJ, Bordin IA, Costello EJ, Durkin M, Fairburn C, Glass Rl, Hall W, Huang Y, Hyman 
SE, Jamison K, Kaaya S, Kapur S, Kleinman A, Ogunniyi A, Otero-Ojeda A, Poo MM, Ravindranath V, Sahakian BJ, Saxena 
S, Singer PA, Stein DJ. Nature. 2011 Jul 6;475(7354):27-30 



Internationa! Review of Psychiatry, August 2013; 25(4): 486-492 
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Psychiatry career in Brazil: Regional disparities, differences and 
similarities in an international context 


RUBENS L. F. FERNANDES, VANESSA A. CITERO, LUIZ A. NGGUEIRA-MARTINS & 
JAIR J. MARI 

Department of Psychiatry, Universidade Federal de Sdo Paulo , Brazil 


Abstract 

This review explores the literature related to career choice of psychiatry in Brazil through selection of scientific articles 
published in the period from 1999 to 2013 in the MEDLINE and SciELO databases. There are currently 145 medical 
schools in Brazil, the highest concentration being in the more developed areas. In 2005, there were 6,003 psychiatrists 
working in Brazil, a rate of 3.3 psychiatrists per 100,000 inhabitants, with unequal distribution across the geographical 
regions of the country: a rate of 4.5 psychiatrists/100,000 inhabitants in the southern region, and less than one psychiatrist 
per 100,000 inhabitants in the northern region. The south and south-east regions comprise 56% of the national population 
and 76% of the residency posts in psychiatry. In 2013, 27% of the residency posts in psychiatry were not filled, particularly 
in the north and north-east areas, where the shortage of professionals is more pronounced. The number of specialized 
doctors is far below what is needed to cover the burden attributed to neuropsychiatric disorders in the country. The main 
hypotheses to explain this imbalance in Brazil are the relatively low exposure to the speciality during undergraduate course- 
work, the stigma attached to mental disorders, and the poor organization of mental healthcare services. 



Table 3. Number of psychiatrists per 100,000 inhabitants 
geographical regions of Brazil, 2005 (CNES, 2005). 

in the 


Psychiatrists 


Region 

N 

Rate 

North 

93 

0.63 

North-east 

948 

1.86 

Mid-west 

312 

2.40 

South-east 

3570 

4.55 

South 

1080 

4.00 

Brazil total 

6003 

3.26 









Fig. 1. Distribution of medical schools in Brazil (modified to grey 
scale from www.abem-educmed.org.br/escolas.php). 
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At a closer look nobody is normal. 
There is no health without mental health 
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Table 1 Twelve-man tliprevalence of major depress- we disorder (MDDL perceived need for treatment, receipt of any treatment 
and receipt of mbilmally adequate treatment 
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Undertreatment of people with major depressive 
disorder in 21 countries* 

Graham Tho mule to ft somnath Chatter ji, Sara Evans-Lac ko. Michael Gruber. Nancy Sampson. 

Sergio ^uilar-Gaxiola. Ali AJ-Hamzawi,, Jordi Alonso. Laura Andrade, Guilherme Borges. 

Ronny BrufFaerts, Brendan Bunting. Jose Miguel cakJas de Almeida. Silvia Florescu. Giovanni de Girolamo, 
oye Gureje. Josep Maria Haro, Yanling He. Hr is bo Hinkov, Elie Karam, Norito Kawakarru sing Lee, 
Fernando Navarro-Mateu, Marina Piazza. Jose Posada-Villa. Yolanda Torres de Gal vis and Ronald C. Kessler 
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Only a minority of people with MDD receive any treatment, despite MDD 
being a leading cause of disability 








Relagao entre Consumo de Psicotropico 

(anual) e 

ter Diagnostic*) (Anual) — CIDI 2.1 



Sao Paulo 

Rio de Janeiro 


n 

anti 

depressivo 

NT 

n 

anti 

depressivo 

NT 

Trans Depressivo 

483 

15.3 

73.5 

212 

10.3 

70.3 

Trans Fobico-Ansioso 

421 

10.0 

81.9 

181 

7.2 

80.1 

Qualquer transtorno 

824 

10.3 

81.2 

374 

9.1 

77.3 


NT: indivi'duos com diagnostico positivo no CIDI e nao recebem nenhum tipo de medica^ao psicotropica; 
Qualquer transtorno: combina^ao de qualquer um dos transtornos mentais avaliados no estudo. 














